Introduction {#sec1-1}
============

Community involvement is defined as a process by which partnership is established between the government and local communities in the planning, implementation and utilization of health related activities.\[[@ref1]\] Active involvement of the community, in various maternal and child health interventions, through women groups and community health workers led to the reduction of neonatal, perinatal, and maternal mortality; as demonstrated by various studies from South Asia.\[[@ref2]\] National Rural Health Mission (NRHM) has several components to engage the community, such as ASHA for improving health seeking behavior of the women and Rogi Kalyan Samitis (RKS) to increase public participation in the management of public sector facilities. Village health sanitation and nutrition committees (VHSNC) were also formed for encouraging involvement of the community in identifying health problems and facilitating the implementation of various health programs. In addition, community monitoring of the public sector health facilities was another innovative, pilot intervention that was introduced in a few states. Community rated the performance of the health facilities using color coded report cards.\[[@ref3]\]

Govt. of Nagaland had passed "Nagaland Communitisation of Public Institutions and Services Act" in 2002 to encourage community participation, even prior to the NRHM.\[[@ref4]\] Nagaland was established on 1st December 1963 and has population of 1.9 million as per the 2011 census.\[[@ref5]\] Nagaland has a history of conflict due to the demand of an independent homeland since independence, however, the conflict has intensified in the past few decades. Poor governance and administration of various institutions led to dissatisfaction and lack of sense of ownership among the public.\[[@ref6]\] Public sector health facilities were poorly managed with lack of transparency, accountability and high absenteeism among the providers.\[[@ref4]\] In this context, communitisation was envisaged as an intervention. Communitisation is partnership between the government and the community for management of the public sector institutions to improve service delivery.\[[@ref4]\] Although the program has been operational for several years, there was limited data regarding extent of implementation, service delivery in the facilities jointly managed by the community and government.

The main objectives of the evaluation were to review the functioning of Health Center Managing Committees (HCMCs) and health service delivery in the institutions managed by them. Strengths as well as challenges as perceived by HCMC members in the rural areas of Mokokchung district, Nagaland were also identified.

Materials and methods {#sec1-2}
=====================

Study site and study population {#sec2-1}
-------------------------------

The Programme was evaluated in three CHCs and four PHCs in Mokokchung district, Nagaland. Each PHC caters to an approximate population of 7,000 and each CHC caters to a population of 50,000. Study population included the Medical officer in charge, the HCMC Chairman and one HCMC member from selected facilities.

Evaluation indicators {#sec2-2}
---------------------

The program was evaluated using input, process and output indicators. Input indicators for service delivery included human resources, medicine stock, equipment, laboratory, ambulance and physical infrastructure. Process indicators included availability of outpatient (OP) services, availability of the staff during the working hours and maintenance of infrastructure. Output indicators included monthly OP and inpatient (IP) utilization during the previous year \[[Table 1](#T1){ref-type="table"}\].
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Service delivery indicators in the Primary health centers and Community health centers, Mokokchung district, Nagaland, 2015 (N = 7)
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Input indicators for functioning of the HCMC included presence of HCMC, training of the HCMC Chairman, availability of handbook / guidelines and functional bank accounts. Process indicators included quarterly meetings, documentation of meeting proceedings, participation in block coordination meetings, maintenance of various registers, action taken for irregular staff, promotion of indigenous medicine, mobilization of local resources and financial audit. Output indicators included timely disbursement of staff salary, improved staff attendance, identification of corrective measures for health problems and utilization of budget in the previous one year \[[Table 2](#T2){ref-type="table"}\].
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Indicators for functioning of Health Center Managing Committee, Mokokchung district, Nagaland, 2015 (N=7)
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Evaluation design and data collection {#sec2-3}
-------------------------------------

Multiple methods were used for evaluation. Guidelines, handbooks on communitisation and records / registers maintained by the HCMC were reviewed. Medical officers were surveyed using a semi-structured questionnaire for facility related indicators. An observation check list was used for the infrastructure. The HCMC Chairman and one other member were both interviewed regarding the functioning of the HCMC using a semi-structured questionnaire. An in-depth interview guide was used to identify the strengths as well as challenges perceived by HCMC members in implementing various activities.

Operational definitions {#sec2-4}
-----------------------

Communitisation: Communitisation is defined as ownership and administrative, technical as well as financial management of PHC/CHC by the HCMC constituted as per guidelines.\[[@ref4]\]

Health center managing committee (HCMC): HCMC consists of a Chairman, two members from the health care facility (one of them being the senior most doctor), members from constituent villages, local Church\'s Pastor and district Chief Medical Officer. Member secretary is the senior most employee of the facility \[[Figure 1](#F1){ref-type="fig"}\]. They manage the curative, preventive health services and also promote traditional medicine.\[[@ref4]\]

![Constitution of the Health center managing committees (HCMC), Mokokchung, Nagaland](IJCM-42-81-g003){#F1}

Sampling strategy and sample size {#sec2-5}
---------------------------------

All three CHCs and one PHC was selected from each of the four blocks of the district. One Medical officer, the Chairman of HCMC and one other member of the HCMC were all surveyed in each of the seven health facilities.

Data analysis {#sec2-6}
-------------

Frequencies and proportions for various input, process and output indicators were computed. Various themes were identified to elaborate upon the strengths as well as challenges faced by HCMC based on the qualitative narratives.

Human subject protection {#sec2-7}
------------------------

Institutional Ethics committee of National Institute of Epidemiology (NIE) approved the study. Permission from the Chief Medical Officer, Mokokchung, Nagaland was also obtained. Free and informed consent was obtained from the participants.

Results {#sec1-3}
=======

Description of the programme {#sec2-8}
----------------------------

HCMC and Village health committees (VHC) were constituted in PHCs / CHCs and villages, respectively. HCMCs met once every quarter and had a tenure of three years. HCMCs were constituted as per specified guidelines (described earlier in the operational definitions). Assets, powers and management functions of the Government were transferred to the HCMC through a memorandum of understanding (MoU) between the Government and the Village Council. Two joint accounts were operationalized; saving account for developmental funds / grant in aid and current account for salaries. HCMC was carrying out the functions of managing material, human resources and maintenance of infrastructure. They were conducting review meetings and also, mobilizing local resources. The programme was monitored by the Village Council at village level, District Coordination Committee (headed by Deputy Commissioner) at the district level and State Communitisation Committee at the state level \[[Figure 2](#F2){ref-type="fig"}\]. However, state government took the final decision concerning any difficulty, anomaly or doubt arising from the application of the rules.

![Monitoring / supervision mechanism of communitisation programme, Mokokchung, Nagaland](IJCM-42-81-g004){#F2}

Evaluation of the programme {#sec2-9}
---------------------------

### Service delivery {#sec3-1}

Paramedical human resources were in place as per the sanctions, however, there was a shortage of doctors (10/16). There was shortage of several essential drugs and only one facility had a functional operation theatre (OT) for lower segment caesarean section (LSCS). All the facilities had essential equipment for immunization and delivery services. All labs were carrying out hemoglobin, urine examination, HIV-ELISA and malaria rapid test; but the serology/biochemistry investigations were not available in 4 out of 7 laboratories. OP was conducted in all the facilities and staff was present during OP hours \[[Table 1](#T1){ref-type="table"}\]. The mean monthly OP was 513 per PHC and 444 per CHC. The mean monthly IP was 8 per PHC and 38 per CHC during 2013-2014.

### Functioning of the Health center managing committee {#sec3-2}

HCMCs were in place in all the surveyed health institutions. Handbooks / guidelines were not available in 6 out of 7 facilities. Minutes of the meetings conducted by HCMC were available in all facilities. There was delay in receiving funds leading to delayed salary and other payments. HCMCs were performing various functions, such as the mobilization of resources, maintaining attendance and taking action against irregular staff, if necessary. However, participation in the coordination meetings at block level and promotion of indigenous medicine was lacking. All HCMCs utilized funds in the previous financial year and 6 of these carried out a financial audit \[[Table 2](#T2){ref-type="table"}\].

### Strengths of the communitisation programme {#sec3-3}

We identified several themes based on in-depth interviews that highlighted the strengths of communitisation program as perceived by HCMC members \[[Table 3](#T3){ref-type="table"}\]. Ownership of health facilities by the community increased the contribution and utilization by village residents. HCMC members gradually understood that their role was much more than just monitoring the staff. HCMC members described their experiences as below:

###### 

Strengths as well as challenges of Communitisation programme identified by Health Center Managing Committee members during in-depth interviews, Mokokchung district, Nagaland

![](IJCM-42-81-g005)

"After communitisation, many people now understand that the health center is our property" *63 years old male*

"Earlier, the HCMC just checked staff attendance and thought the HCMC was to control the staff. But, now the HCMC understands the concept of communitisation" *47 years old male*

"General nursing and midwifery (GNM) staff under NRHM was appointed due to the initiatives taken by the HCMC" *57 years old male*

HCMC actively made efforts to increase health awareness and encouraged the community to use the health facilities. A male HCMC member narrated his experience as below:

"We do the public announcements and announcements in church; we also have a health center information board near the church for any health awareness information or activity" *84 years old male*

Community gave contributions for construction of various facilities and purchase of office items, drugs and other consumables for the health centers. Various narratives below explain the contributions made by the community:

"The village council donated approximately Rs.34,592/- for furniture in the Health center; soiling of the approach road and footpath (steps) to the Health center; constructed water pipe line connection and placed health center information board near the church" *84 years old male*

"Village council and student body at times donate money for medicines. Availability of medicines is largely due to the contributions by community, and not the government" *69 years old male*

"A garage for ambulance was constructed through public donations; an individual has donated hardware tools to the Health center" *54 years old male*

"Local youth club has constructed a waiting shed in the compound and a local union has constructed a toilet and bathroom" *57 years old male*

### Challenges faced by HCMC members {#sec3-4}

We identified several themes that highlighted the challenges faced by HCMC members in the management of the facility \[[Table 3](#T3){ref-type="table"}\]. Some of the major challenges were lack of Medical Officers as well as funds from the state government that had a negative impact on service delivery. HCMC members did not get adequate funds for transport and participation in various training programmes, meetings. In addition, the delay in receiving funds for staff salaries led to a delay in the payments. These issues were narrated by one of the HCMC members as below:

"There is lack of human resources and lack of funds that is a demotivating factor. We practically cannot function effectively due to failure of the Government to respond to the needs of the facility. There is also lack of mobility support." *37 years old male*

"With no public transportation, we spent few thousand of rupees on commuting to attend a training or meeting and get few hundred of rupees as travelling allowance" *47 years old male*

Lack of availability of adequate human resources and inability to take action against absenteeism in few situations were major constraints experienced by the members. Members expressed their discontent over lack of initiative from the government to post doctors despite request from the HCMC. They also acknowledged the lack of willingness on the part of doctors to work in remote areas.

"There is lack of Medical Officers and patients have to be referred out. The Health center is only in name and there is hardly any benefit for the community with lack of Medical Officers" *63 years old male*

"We don\'t allow substitute staff except when directed from higher ups. We have shortage of doctors, so we were asked to identify a doctor for *ad hoc* appointment. However, doctors don\'t want to stay in rural areas on ad hoc basis. We approached two doctors from the village, but they preferred working elsewhere." *63 years old male*

"Government has implemented the policy of 'No work, no pay'. During our meeting, our second resolution was to implement a 'No pay, no work' policy. If we deduct even one day\'s salary, we develop enmity and spoil our relationships. Incapable staff should be terminated." *84 years old male*

HCMC members experienced many difficulties in managing the staff due to interference/pressures from political and pro independent homeland groups. The issues included postings and absenteeism that led to poor service delivery. The community, thus, had to face difficulties in accessing basic facilities such as immunization.

"A staff member posted in our health center was temporarily attached to another Health center. When we refused to release the staff due to shortage, the staff member called senior politicians. They telephoned and pressurized me to release him, however, I refused. Next day, the Medical Officer was also pressurized to release the staff member" *63 years old male*

"Sometimes we face the problem of staff not attending duty with the backing of underground group leaders. I believe many officials must be facing the same problem and are unable to speak out. But we are not scared, we are the public, not Government servants; public has nothing to be scared of because we are doing what is written in the guide books" *54 years old male*

"Five mothers from a neighboring village, five kilometers away, came walking with their children for vaccination, but due to a shortage of staff had to go back without vaccination" *63 years old male*

Discussion {#sec1-4}
==========

Overall, there have been improvements in the infrastructure and utilization of public sector facilities during the past decade, in Mokokchung district. We have no baseline survey, carried out prior to the launch of communitisation, to evaluate the effectiveness of the programme. Therefore, we have used the data available from the 2002-2004 district level survey. Coverage of services in the district was as follows: ante natal checkups 34%, institutional delivery 17% and full immunization 9%.\[[@ref7]\] We compared these indicators with the recent DLHS-4 survey, conducted in 2012-2013, that reported antenatal checkup, institutional delivery and full immunization increased to 86%, 28% and 63%, respectively.\[[@ref8]\] This might be due to combination of beginning of communitisation (2003-04) and launch of NRHM (2005-06).

Community participation has four conceptual approaches. These approaches include contributions, community empowerment, instrumental and developmental approaches.\[[@ref9]\] Contributions and community empowerment approaches are suitable frameworks for interpreting the communitisation programme in Nagaland. Communitisation empowered the community to improve governance, service delivery and made the partnership with community that much stronger. The results of the study were encouraging and consistent with the literature from other developing countries. Effectiveness of community empowerment was also observed in studies from Azerbaijan and Papua New Guinea for improving health outcomes and reducing malaria mortality respectively.\[[@ref10][@ref11]\] In addition, community participation through involvement of community volunteers or health care workers led to better health seeking behaviour and improved maternal, child health indicators in studies from developing countries such as India, Bangladesh and Pakistan.\[[@ref12][@ref13][@ref14]\] Community participation may not be able to achieve the health outcomes by itself in the absence of active involvement of government stakeholders. The challenges identified by the HCMC member such as inadequate funds from state budget for infrastructure/drugs, lack of funds for travel for HCMC members and political/pro independent homeland groups interference in the management of human resources can only be addressed by active involvement of the district /state administration.

The limitation of the study was lack of inclusion of Village health committees (Sub centers). Challenges perceived by the health facility staff due to communitisation were also not studied.

Communitisation programme built on the foundation of community spirit and bonding was effectively implemented in the Mokokchung district. HCMC members were able to discharge administrative/financial duties and had ownership of the facilities. They mobilized community resources and managed material, human resources well. The lack of doctors, poor administrative as well as financial support from the state government and an inadequate budget for infrastructure/drugs were the major constraints in ensuring adequate service delivery. HCMC members need to be trained and sensitized for identifying locally relevant health problems and strengthening preventive health care by actively engaging with the community. Administrative, political support and adequate funds from the government are needed for the effective functioning of HCMC as well as service delivery in public sector facilities.
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